The Editor’s Page . . 171 


Dental Meeting Dates . . 184 


1941 


APRIL, 


Cast Metal Plate for Closing Defect in Skull from Comminuted Fracture 
William Rutledge Lipscomb, M.D. and Charles G. Grover, D.D.S. 


The Management of Cardiac Patients Who Require Major Surgery (A Digest) 162 


Herrman L. Blumgart, M. D. 


Divinyl Ether: A Suitable Agent for War Surgery, William I. Ogus, D.D.S . . 163 


Factors in Correcting Jaw Position Relative to the Abnormal 


Temporomandibular Joint, Travis E. Kallenbach, D.D.S. . . 166 


Use of Face Bow and Gothic Arch Tracer in Immediate 
Denture Construction, Arthur A. Schweitzer, D.D.S. . .172 


EDWARD J. RYAN, B.S., D.D.S., Editor 
ETHEL H. DAVIS, A.B., Assistant Editor 


708 Church Street, Evanston, Illinois 


Notes on the Cuff . . 176 


Suggestions to Contributors . . 187 


WILLIAM RUTLEDGE LIPSCOMB received 
his M.D. at the University of Colorado in 
1932 (B.A. in 1929 at Colorado and M.S. in 
neurosurgery at University of Minnesota 
in 1938). Doctor Lipscomb is the author of 
numerous articles which have been pub 
lished in medical journals; his practice is 
limited to neurosurgery; and he is on the 
staff of the Colorado General Hospital; 
Denver General Hospital; Mercy Hospital 
and the St. Joseph’s in Denver. In addition 
to the state and city medical and neurologic 
societies, Doctor Lipscomb is a member of 
the Mayo Foundation. 

CHARLES G. GROVER, D.D.S. (Colorado 
College of Dental Surgery, 1920) is co- 
author with Doctor Lipscomb of CAST 
METAL PLATE FOR CLOSING DEFECT IN 
SKULL FROM COMMINUTED FRACTURE, 
which represents brilliantly another example 
of the extension of services by the dental 
profession in collaboration with the medical 
profession. Doctor Grover has been a fre- 
quent contributor to the literature, exhibitor 
and clinician at society meetings. He 
is a member of the Colorado State Board 
of Health. 


About Our 


CONTRIBUTORS 


WILLIAM I. OGus, D.D.S. is a graduate 
of Washington University, class of 1917 
and was a graduate student at Northwestern 
(1923); at New York University (1924), 
and took George Winter’s course in 1925. 
Doctor Ogus specializes in oral surgery; he 
is the author of numerous articles on oral 
surgery and anesthesia and is the author of 
a book on electrosurgery to be published by 
C. V. Mosby in 1942; he was formerly on the 
staff of Georgetown University. As his by- 
line indicates, Doctor Ogus is a Lieutenant- 
Commander in the Dental Corps of the U. S. 
Naval Reserve (S). 


TRAVIS E. KALLENBACH, D.D.S. (Chicago 
College of Dental Surgery, 1926) continues 
his article on FACTORS IN CORRECTING 
JAW POSITION RELATIVE TO THE AB- 
NORMAL. TEMPOROMANDIBULAR JOINT in 
this issue. It was begun in February, con- 
tinued last month, and will be concluded 
next month. The anatomy of this joint was 
discussed and illustrat in color in the 
February issue. Readers of the present in- 
stallment are urged to go back to this color 
chart for reference. 


ARTHUR A. SCHWEITZER, D.D.S. received 
the prize in operative dentistry on graduat- 
ing in 1925 from the New York College of 
Dentistry. Doctor Schweitzer is a general 
practitioner; he served on the oral surgery 
staff of Vanderbilt Clinic, a part of the 
Medical Center in New York, from 1925 to 
1928; in 1933 he was assistant visiting dental 
surgeon at the City Hospital and since 1929 
he has been the associate chief of the oral 
surgery department of St. Lukes Hospital, 
New York; he previously published with us 
SURGERY VERSUS BITE-RAISING AS AN 
AID IN PROSTHESIS (July, 1940). 


Copyright, 1941, Dental Digest, Inc. See Page 190 for Subscription Data, Etc. 


April, 1941 


157 


= 
V \ [ NO. 4 
OL. 4 e 3 
2 
> 
| 


Cast Metal Plate for Closing Detect in 
Skull f-om Comminuted Fracture 


WILLIAM RUTLEDGE LIPSCOMB, M.D. and CHARLES G. GROVER, D.D.S., Denver 


DIGEST 


The case reported here is 
unusual in that it is be- 
lieved to be the first time 
that an impression of the 
living human brain has 
been taken and a metal 
plate cast in order to make 
a closure in the skull. The 


operative procedures are 


described. 


Report of Case 

History—The patient, a white wo- 
man, aged 31, suffered a comminuted 
fracture of the left fronto-parietal 
area of the skull on February 12, 1940. 
She was attacked by a sexual pervert 
who struck her with a hammer. The 
patient was unconscious for a short 
period, but was able to summon help 
when she regained consciousness. The 
police took the patient to the Denver 
General Hospital, where roentgeno- 
grams (Fig. 1) made of the skull re- 
vealed the large skull defect with 
bone fragments within the skull. 

Examination—When the patient 
was examined, it was noted that she 
answered questions slowly but coher- 
ently, and complained of a headache, 
but otherwise appeared normal. The 
temperature was 97.2° F.; the blood 
pressure, 94 systolic and 62 diastolic; 
pulse, 96; respirations, 20. The emer- 
gency dressings were removed from 
the head which revealed a wound ap- 
proximately 4 cm. in diameter in the 
left frontal region. From this wound 
was protruding macerated, hemor- 
rhagic brain tissue. 

Treatment—It was evident that a 
débridement was indicated immedi- 
ately. The patient was taken to the 
operating room and given a general 
ether anesthetic. The hair was shaved 
over a radius of 10 cm.; the skin was 
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Fig. 1—Roentgenogram showing comminuted fracture of left fronto-parietal area, re- 


vealing bone fragments within the skull. 


scoured with tincture of green soap 
and about 1 gallon of sterile water 
was poured over the area to rinse. 
After the wound was extended su- 
periorly, there was adequate exposure 
of the solid bone surrounding the skull 


defect. Fragments of bone were re- 
moved piecemeal from the macerat- 
ed brain which was then removed by 
suction. When all the bone fragments 
and blood clots and macerated brain 
were finally removed, there remained 


Fig. 2—Appearance before the first plastic operation. 
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in the frontal lobe a cavity of approx- 
imately 5 cm. in diameter. Hemos- 
tasis was accomplished with the elec- 
tro-coagulator. All this having been 
accomplished, the brain displayed 
normal pulsations. The macerated, ir- 
regular skin edges were trimmed; the 
rough bone edges rounded; two pen- 
rose drains were placed deep in the 
prain cavity; the cavity was filled 
with salines; and the wound edges 
were approximated with silkworm 
gut; the head was bandaged. 
Postoperative Course — The pa- 
tient’s convalescence was almost un- 
eventful. She had a wound abscess 
which developed superficially and 
which was easy to drain. She was for- 
tunate not to have developed more 
serious infection than this abscess 
inasmuch as the wound was primarily 
infected and at operation a piece of 
bone forming the roof of the left 
frontal sinus was removed from the 
brain. When the patient was dismiss- 
ed from the hospital one month after 
the accident, the wound had healed 
completely; there were no objective 
abnormal observations and no sub- 
jective complaints except about a dis- 
figuring scar and depression in the 


left side of the forehead. 


Several months after the accident, 
the patient returned, complaining of 
the unsightly “hole in the forehead,” 
about which she was asked embar- 
rassing questions. Apparently she be- 
came depressed because of the dis- 
figurement. She pleaded for anything 
that would obliterate the “hole.” 

At first the attempt was made to 
dissuade the patient about plastic re- 
pair, because in view of the previous 
infection, it was considered inadvis- 
able to introduce foreign bodies nec- 
essary to mask the defect. Finally, 
when persuasion and reason were 
futile, a roentgenogram of the skull 
was taken and when this did not re- 
veal osteomyelitis, we decided that 
with a two-stage plastic operation, 
it would be possible to take an im- 
pression of the brain and depression 
in the skull, cast a chromium-cobalt- 
molybdenum alloy (vitallium) plate 
which would give the proper contour 


Fig. 3—Flap laid back showing the opening 
in the skull and brain. 


Fig. 4—Painting the agar mixture for 
impression. 


Fig. 5—Agar impression finished and ready 
to reniove, 


Fig. 6-—Contact view of impression when 
removed, 
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and at the same time have a definite 1 cm. outside the bony edge of the 

seat without overlapping edges. defect with the hinge of the flap over 
First Stage of Plastic Operation—1. the eye. 

On August 14, 1940, under general 2. Two bony seats, one on the me- 

avertin and ether anesthetic,a horse- dial and one on the lateral edges of 

shoe-shaped incision was made about the defect were made for fixing the 
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Fig. 7—Model with pencil outline of p!. ie, 
showing two bony seats, one on medial end 
one on lateral edges for seating the p!.te. 
Under-surface of plate shows concavit, to 
prevent any possible contact. 


Fig. 8—Plate on the model. Note coniour 
holes for wire, and groove between hole; to 
insure smoothness of the surface despite the 
wire. 


Fig. 9—Edge view of plate. Note contour 
necessary for esthetic effect. 


alloy plate which was to be made 
from the impression. Fig. 3 shows the 
opening in the skull and brain. 

3. The impression was taken with 
distilled water, agar, magnesium sul- 
phate, green soap and cellulose fibers. 
This mixture was prepared in a dou- 
ble boiler and then placed in the 
autoclave with the brushes, and ster- 
ilized. 

4. When the impression material 
was taken from the autoclave, the in- 
ner boiler was placed in a second 
outer boiler which contained cold 
water. The impression material was 
then cooled to a temperature of 98.6° 
F. so as not to burn the brain tissue or 
bring about any rapid change of tem- 
perature. This mixture was then 
painted directly on the brain and 
built up over the edges of the opening 
in the skull. Figs. 4 and 5 show stages 
of taking the impression. As the agar 
mixture was applied, it was rein- 
forced with sterile gauze. 

Fig. 6 shows the impression as re- 
moved. 

5. From this impression, a model 
was made. The center was waxed so 
as to give a concavity to the finished 
plate which would thus not come in 
contact with the brain; also, the con- 
cavity would make the plate thin. The 
case was outlined and waxed as for 
casting a denture base. Fig. 7 shows 
the model and under-surface of the 
plate. 

6. Fig. 8 shows the plate on the 
model. It will be noted that holes 
were cast in the plate with the groove 
cast between them to accommodate 
wire so as to be flush with the plate. 
The contour of the plate was obtained 
by modeling to conform with the 
fronto-parietal region of the oppo- 
site side. Fig. 9 shows the edge view of 
the plate and the amount of contour 
necessary for esthetic effect. 

Second Stage of Plastic Operation 
—On August 28, under general anes- 
thetic, the flap was turned down and 
the chromium -cobalt- molybdenum 
alloy plate was fixed to the skull with 
two stainless steel wires. The wire 
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Fig. 1O—F lap raised and plate in place. 


was threaded through the plate, and 
through two small holes in the skull 
which had been made to correspond 
to the holes in the metal. The plate 
fitted perfectly in the bony seat and 
was difficult to dislodge even before 
wiring. The galea was approximated 
with chromic number 00 sutures and 


Fig. '3—Appearance on removal of sutures. 


Fig. 11—Incision sutured. 


Fig. 12—Close-up on removal of sutures. 


the skin with continuous silk. Fig. 10 
shows the plate in place, and Fig. 11 
shows the incision sutured. 

Postoperative Course — The post- 
operative convalescence was unevent- 
ful. The wound was aspirated of 5 cc. 
of sero-sanguinous fluid on the second 
postoperative day. The wound edges 
healed by primary intention. All the 
stitches were removed by the fourth 
day and the patient was discharged 
from the hospital on the eighth day. 
There is no bony defect. Figs. 12 and 
13 show the results on removal of 
sutures. 


Comments 

Because a foreign body was intro- 
duced into a previously infected 
wound this patient has been followed 
carefully. The most impressive fea- 
ture outside of normal reactions with 
no indication toward slough or disso- 
lution of tissues is the change of men- 
tal attitude. This patient acts like the 
extrovert she previously was; she is 
happy and working. 

The roentgenograms of the skull, 
taken four months after operation, 
would indicate a good bony tolerance 
to vitallium (Fig. 14). There was no 
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F ig 14—Roentgenogram showing from left to right: side view of plate; front view of plate, 
an 


appearance before inserting plate. 


fluctuation over the plate; the opera- 
tive scar was almost invisible; the 
traumatic scar was less pink. The two 
frontal bosses are symmetrical (Fig. 
15). 

Although two operative procedures 


were necessary to accomplish this ex- 

cellent result, they were worth while. 
In war-time surgery the use of 

vitallium in cranial plastic surgery 

may have a top-ranking place. 
Republic Building. 


Fig. 15—January 1941. Scar is almost in- 
visible, traumatic scar is less pink; the two 
frontal bosses are symmetrical. 


THE MANAGEMENT OF CARDIAC PATIENTS 
WHO REQUIRE MAJOR SURGERY 


HERRMAN L. BLUMGART, M.D., Boston 


[New England Journal of Medicine, 223: 
765 (November 7) 1940 and The Digest of 
Treatment 4:747 (April) 1941.] 


THE DISTINCTION between heart dis- 
ease and heart failure must be kept 
in mind. The added risk due to heart 
disease is generally proportional to 
the degree of decrease in the cardiac 
reserve. Preoperative treatment, how- 
ever, may convert even those patients 
with gross evidence of congestive 
failure into less formidable risks. Bed 
rest is advised in such cases when- 
ever possible for at least three weeks 
after complete subsidence of decom- 
pensation, however mild. 


Rheumatic Heart Disease 


In patients with mitral stenosis or 
other evidences of rheumatic fever, 
past or present, the reactivation of 
subclinical or latent rheumatic in- 
fection by operation or by accidents 
involving fractured bones or sprained 
joints has been observed. 


Angina Pectoris or Healed 

Myocardial Infarction 

The degree to which the increased 
hazard imposed by major surgery in 
obviously ill patients with angina 
pectoris or coronary arteriosclerosis 
can be reduced by skillful medical 
and surgical care is encouraging but 
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there should be no false optimism. 
The low incidence of fatality reported 
by Brumm and Willius resulted from 
careful preoperative study, judicious 
selection, expert administration of 
anesthetics and skillful surgery. 

There is a high incidence of acute 
coronary thrombosis in diabetic pa- 
tients. It is therefore wise for the 
physician to warn surgeons contem- 
plating operation on older diabetic 
patients, both men and women, of 
the possibility of precipitating an at- 
tack of coronary thrombosis and the 
importance of preventing shock or a 
fall in blood pressure from any cause. 
The dangers of hypoglycemia in pre- 
cipitating acute myocardial infarc- 
tion is emphasized. 


Preoperative and Postoperative 
Management of Cardiac Patients 


Sedation—The preoperative use of 
barbiturates, such as phenobarbital 
in % or \% gr. doses 3 or 4 times daily 
to lessen apprehension and its effects 
on the cardiovascular system has 
won widespread adoption. Larger 
doses may be dangerous. 

Body Fluids—No specific routine 
can be followed in respect to the ad- 
ministration of fluid in cardiac pa- 
tients. The observations on physical 


examination, the amount of perspi- 
ration, the amount of urinary output 
and the subjective degree of thirst 
experienced by the patient are im- 
portant guides in deciding the 
amount of fluid to be administered. 
Digitalis—The almost routine digi- 
talization of patients over 50 has re- 
ceived diminishing acceptance. 
Anesthesia—The anesthetist is to 
be considered as a consultant rather 
than as a technician and should par- 
ticipate in discussions of the particu- 
lar problems offered by the individ- 
ual patient. The use of a high per- 
centage of oxygen with the inhala- 
tion of anesthetics is advantageous. 
Nitrous oxide anesthesia is particu- 
larly hazardous in cardiac patients 
for operations of long duration be- 
cause of the frequency of anoxia. The 
danger of a fall in blood pressure, 
particularly in patients with marked 
hypertension, should be kept in mind. 
Oxygen — Prophylactic oxygen 
therapy should be considered after 
operation in all cases in which the 
cardiac reserve is limited. 
Nitroglycerin — The prophylactic 
use of nitroglycerin has not been so ° 
widely utilized as it deserves. Preop- 
erative medication of 1/500 gr. under 
(Continued on page 184) 
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Divinyl Ether: A Suitable Agent 


for War Surgery 


WILLIAM I. OGUS, D.D.S., Lt. Comdr., Dental Corps, U.S.N.R. (S), Washington, 3 oe 


DIVINYL ETHER Is a rather new devel- 
opment as an anesthetic agent. It is 
classified with the 100 per cent potent 
drugs, such as ether, cyclopropane, 
ethyl chloride, and chloroform. Its 
administration is either by open drop 
technique or as a vapor through gas 
machines. Induction is from thirty 
seconds to one minute. Recovery is 
almost immediate. The same care is 
taken to prevent burns to the face as 
when ether is used—by applying 
cold cream or oil. 

In the report by Chauncey Leake,! 
injury to the liver is noted when dogs 
are anesthetized for long periods, but 
for a short-duration anesthetic, up 
to one-half hour, this objection is en- 
tirely eliminated. 


Indications for Use 


Removal of débris from wounds, 
application of painful dressings, re- 
moval of sequestrums, extraction of 
teeth, reduction of fractures, prepa- 
ration of sensitive cavities—these are 
some of the important applications 
of divinyl ether (vinethene) which 
should make this anesthetic particu- 
larly suitable for war surgery. 

Arthur Guedel? writes, ‘“Vinethene 
would be particularly applicable in 
army and navy practice. It is potent, 
not unpleasant, fast in and out and 
convenient to use. In the husky soldier 
and sailor, the liver damage reported 
in dogs would be of but little conse- 
quence. I believe, were I asked to look 
after the anesthesia in field or evacu- 
ation hospitals and, even in some base 
hospitals, I would select vinethene as 
the agent of choice.” 

During the last year divinyl ether 
(vinethene) anesthesia has been used 
in the Dental Corps almost every day 
and on no single occasion has the 
choice been regretted. It has been 
found to be suitable for more varied 
procedures than was thought possible 


_ ke, Chauncey: A Preliminary Note on the 
hesthetic Properties of Certain Unsaturated 
rae Anesth. & Analg. 10:1-3 (January- 
th sruary) 1931. The Réle of Pharmacology in 
ue Development of Ideal Anesthesia, J. A. 
Gr A. 102:1 (January 6) 1934. 

Y uedel, Arthur: Inhalation Anesthesia, New 

orx. The Macmillan Company, 1937. 
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DIGEST | 
Vinethene is recommend- 
ed as an anesthetic agent 
for war surgery because 
of its portability, ease and 
convenience of administra- 
tion, rapidity of action, 
and usefulness in emer- 
gency surgery. Methods of 
administration have been 
described and dosage 
limits suggested. 


a year ago. Failures mentioned in 
earlier reports were doubtless due to 
a faulty technique of administration. 
When properly administered, uncon- 
sciousness occurs with remarkable 
speed. 


Characteristics 


With delicate handling the anes- 
thesia may be balanced just above 
the excitement stage and, although 
the patient may be stuporously con- 
scious, he remains impercipient to 
pain when painful dressings or drains 
are removed, when abscesses are 


th 


Fig. 1—Eight thicknesses of gauze covering face. Divinyl ether is applied with dropper 
attachment—from 50 to 60 drops per minute. 


opened, or fractures are reduced. 
From such a perfectly administered 
analgesia, complete recovery with 
perfect orientation follows within less 
than sixty seconds. The usual induc- 
tion takes from thirty seconds to one 
minute. Relaxation is fairly good. 
Complete risk is eliminated if the pa- 


- tient can be controlled in analgesia; 


no deaths have ever occurred when a 
patient was not asleep. 

Divinyl ether (vinethene) is not ir- 
ritating to the respiratory tract; it 
does not cause an undue increase of 
secretions; in fact, it produces little 
more secretion of saliva than does 
nitrous oxide or ethylene, and consid- 
erably less than ether. 

In emergency war surgery it is not 
likely that patients will often have a 
full stomach. Rolling kitchens and the 
Service of Supply never catch up dur- 
ing battles, for battle-chow is not 
delicate and quickly digestible, and 
furthermore, emptying of the stom- 
ach is inhibited and may be delayed 
for many hours by emotions under 
battle conditions. Vinethene, however, 
has been administered to unprepared 
patients on many occasions and to 
patients who had recently eaten. The 
remarkable rarity of vomiting, or 
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Fig. 2—Gauze is doubled to expose mouth and surrounds nose. Dropping at same speed is 


continued and mouth pack placed after 5 or 6 drops are applied on mouth pack. 


Fig. 4—Assistant continuing le operator remov 
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even of nausea under these circum - 
stances is better than anything ol)- 
tained, in our experience, with othe- 
agents. Vinethene is not ordinary i» 
this respect, and has particular us» - 
fulness under these conditions. 

For speed of induction as well as 
of recovery, it is second to no other 
agent that depends on the circulation 
for its distribution and elimination. 
Vinethene has also been found usefu! 
for the induction of ether anesthesia. 
For the patient it eliminates or re- 
duces to a minimum the sensations of 
suffocation and irritation which are 
produced by ether anesthesia. In the 
course of an open ether induction a 
tormented patient has often been 
heard to plead, “I cannot breathe: 
take it away. Just let me have one 
breath of air!” It is possible to begin 
the administration of vinethene 
slowly (from 20 to 30 drops per min- 
ute) without increasing the rate of 
administration to 50 or 60 drops per 
minute until the olfactory nerves have 
been numbed, and the patient is una- 
ware of any mental or bodily suffer- 
ing. As a rule unconsciousness is thus 
effected in from forty to fifty seconds. 
Although excitement may occur dur- 
ing the second stage of an induction 
with any anesthetic, the incidence of 
excitement has been so low as to be al- 
most negligible when divinyl ether is 
used. 


Convenience 


Convenience of administration un- 
der war conditions may assume an 
importance overshadowing other con- 
siderations. Simplicity of administra- 
tion may also be greatly essential for 
war anesthesia. Because the anes- 
thetic is easily portable and requires 
no additional apparatus other than a 
simple open cone or a gauze sponge, 
or even in an emergency, a handker- 
chief, upon which to vaporize the 
anesthetic, I am convinced that 
vinethene will take its place close to 
the front line in war surgery. 


Administration 


In order to use vinethene well one 
must acquire at least a little expe- 
rience in administering it. One should 
be thoroughly familiar with the reac- 
tions that may occur and be able to 
recognize the signs of anesthesia 
caused by divinyl ether, especially 
those signs which distinguish this 
anesthesia from that produced by 
other anesthetic agents. It is of ut- 
most importance that the proper 
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technique of administration be em- 
ployed so as to prevent disappointing 
failures. Such failures do not occur 
when the anesthetic is correctly ad- 
ministered. 

Early failures with vinethene were 
due to giving too little vinethene or 
to administering it too slowly. Some- 
what later, the anesthetic was admin- 
istered too fast, or too much gauze 
was used upon the mask with the re- 
sults that the first anesthetics were 
uneven, and on several occasions mild 
apnea occurred during an induction. 
On the first occasion this caused me 
considerable concern but it no longer 
does, because by simply removing the 
mask, it is possible to start respira- 
tion by a little pressing on the chest 
of a sort that can hardly be called 
artificial respiration. This maneuver 
is not listed as a resuscitation, for re- 
covery will follow if the administra- 
tion is discontinued and a few min- 
utes are allowed for distribution of 
the highly concentrated but small 
dose that produces the apnea. There 
seems to be no drawback in having 
apnea occur during the induction of 
anesthesia; moreover, apnea is not 
followed by any appreciable ill-effect. 
On the other hand, one should not 
be guilty of reckless administration of 
an overdose during the maintenance 
period. 

No more considerable skill is re- 
quired to recognize the signs of deep 
and deepening anesthesia which fore- 
warn of overdosage or respiratory 
arrest produced by vinethene than 
with other agents that are capable 
of producing such deep anesthesia; 
however, one should always remem- 
ber the comparative rapidity with 
which vinethene will take a patient 
from consciousness to the fourth 
Stage. 

It is my impression that vinethene 
has never been associated with a 
death during administration, unless 
perhaps when a death occurred dur- 
ing brain surgery, although Shipway? 
did mention a death in a nursing 
home of which he had knowledge and 
of which he says, “A death from as- 
phyxiation following overdose was re- 


Ported from St. Mary’s Hospital in 


1934.” Should the misfortune of ad- 
ministering an overdose occur, the 
anesthetic should be immediately dis- 
continued and oxygen administered. 

Vinethene blends well with nitrous 


Shipway, F. E.: Vinethene, British M. J. 1:70 
(danary 12) 1935; Lancet, 1:82 (January 12) 


Fig. Meth is over Patient is instructed to 
close teeth for pressure to aid blood clot which will remove danger of contamination. 


oxide-oxygen and this combination 
produces anesthesia that more closely 
simulates the anesthesia produced by 
cyclopropane than any other combi- 
nations of anesthetic agents that we 
have investigated. It is far superior to 
nitrous oxide-oxygen and ether. The 
speed of induction with vinethene is 
comparable to the speed with nitrous 
oxide and recovery is nearly as 
prompt; whereas with ether in the 
mixture the anesthesia becomes pre- 
dominantly an ether anesthetic with 
characteristic post-anesthesia de- 
pression and slow recovery. 

Quiet, rhythmic respiration ushers 
in an anesthesia consummate for the 
change to ether which may be ef- 
fected with amazing smoothness. A 
point to be borne in mind is the re- 
markable speed with which the anes- 
thesia is lost when vinethene is dis- 
continued. This rapidity, however, is 
a common cause of failure, for once 
vinethene administration is stopped, 
anesthesia must depend on the diffu- 
sion of ether which is relatively slow 
and which requires an appreciable 
interval. It seems advisable, there- 
fore, to continue vinethene until an 
anesthetic concentration of ether 
reaches the brain. 

One essential in vinethene anesthe- 
sia is to maintain a 20 per cent con- 
centration of oxygen in the mixture 
of anesthetic gases. The depth of an- 
esthesia may be controlled by vary- 
ing the concentration of vinethene. 
Only if this is strictly adhered to is 
the possibility of cyanosis and of as- 
phyxia prevented. Induction is quiet 


and any desirable degree of relaxa- 
tion may quickly be attained. Pro- 
vided premedication has not been ex- 
cessive, recovery will promptly follow 
withdrawal of the anesthetic. In ad- 
dition there is a saving of nitrous 
oxide, and as reported by Rothwell,‘ 
little vinethene is used. The closed 
method is, of course, the most eco- 
nomical and the open drop is the most 
wasteful, especially in hot weather or 
at high altitudes. No more than from 
50 to 75 cc. of vinethene should be 
administered by the open drop meth- 
od at one time. 

The limit of the quantity adminis- 
tered is an additional safeguard 
which is as important in describing 
the safe dose as is the time limit of 
half an hour which the Council on 
Pharmacy and Chemistry of The 
American Medical Association has set 
for vinethene.5 In determining the 
effect of an anesthesia on a patient, 
not only the length of time but also 
the depth of the anesthesia must be 
considered. A light anesthesia for a 
relatively long time is less shocking 
to the patient than a deep anesthesia 
for a shorter time. Although there is 
a wide variation to the quantity of 
vinethene which is required for dif- 
ferent persons for comparable anes- 
thesias, it has been observed that 50 

(Continued on page 175) 


‘Rothwell, B. S.: Vinethene, The Military Sur- 
geon, 86, number 5 (May) 1940. 
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Vinethene Analgesia, J. A. D. A. 26:580 (April) 
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Factors in Correcting Jaw Position Relative 


to the Abnormal Temporomandibular J oint™ 


(Third Installment ) 


TRAVIS E. KALLENBACH, D.D.S., St. Louis 


DIGEST 


It is believed that if any 
abnormal case can be stud- 
ied, properly diagnosed 
and visualized in its ab- 
normal state, an image of 
its correction can be form- 
ed. With the knowledge of 
salient factors, the oper- 
ator may select a starting 
point that is common to 
normaland abnormal cases 
alike. Such a starting point 
is the neutral rest zone— 
the only logical starting 
point when seeking to pos- 
ition or reposition the man- 
dible correctly, because its 
limits are common to nor- 
mal cases alike. It is in the 
neutral rest zone that the 
mandible is positioned 
during the completest 
muscular rest. It is the 
zone in which there is no 
muscular effort exerted 
and consequently, no func- 
tion takes place. It is the 
zone from which all mus- 
cular action and function 
begin following an interval 
of rest. And it is to this 
zone that the mandible 
returns for rest as a safe- 
guard against fatigue after 
muscular effort and func- 
tion. In this zone there is 
probably the most perfect 


muscular coordination and 
balance while the muscles 
in their most relaxed state 
are merely supporting the 
weight of the mandible. 
After the procedure has 
been determined whereby 
the case will be corrected 
so as not to perpetuate the 
abnormality, there _ re- 
mains the mechanical and 
technical procedures of 
restoration. In this, it is 
essential to keep in mind 
that the entire jaw mech- 
anism is a splendidly co- 
ordinated unit. Reexam- 
ination of many ‘‘com- 
plaint’”’ cases has revealed 
evidence of perpetuation 
of a deformity, technical 
skill notwithstanding, be- 
cause a temporomandib- 
ular joint abnormality 
was not recognized, al- 
though muscular unbal- 
ance and shortened vertical 
dimension should have 
been the clue to make 
further investigation. 
Along with the mandib- 
ular neutral rest zone is 
a temporomandibular 
joint rest zone, about 
which the same comments 
might be made. No 
stress is applied on joint 
structures while the man- 
dible is positioned in this 


rest zone; no function be- 
gins. until mandibular 
action starts. 

Regions beyond the nor- 
mal limits of the neutral 
rest zone are primarily 
four and are referred to as 
functional regions: upper, 
anterior, lower, and pos- 
terior. The first three per- 
mit a wide scope of man- 
dibular movement. The 
fourth is limited in scope 
and function, acting only 
as a shock-absorber for the 
mandible. The fourth or 
posterior region is of most 
concern during correction 
because it more than any 
other is altered in abnor- 
mal cases. 

Registrations or obser- 
vations made with the 
neutral rest zone as a nor- 
mal starting point will not 
be distorted by muscular 
unbalance, unbalanced 
occlusion, an abnormally 
retruded position of the 
condyles, abnormal or 
“habit” mandibular 
movement, because there 
is no muscular action to 
propel the mandible. 

Securing proper vertical 
dimension is an essential 
factor in determining the 
normal limits of the neu- 
tral rest zone. 


| 


MANY DIVERSE OPINIONS have been 
stated and many confused terms have 
been used to explain and determine 
the reasons why some patients return 
to the dentist’s office disappointed, 
dissatisfied and complaining of no re- 
lief from distressing and even pain- 
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ful symptoms following technical 
and mechanical procedures that have ai 
been skillfully executed. The operator ative Ab ‘Teme 
is at a loss to determine where he ge Joint, First Installment, 
failed and at what point in the pro- 
cedure he probably erred. It is be- 


lieved that most of these cases would February installment. 


NTAL DIGEST, 47:66 (February); Second 
Installment, 47:108 (March) 1941. Conclusion: 
Next Month. Readers are urged to consult the 
colored chart of the anatomy of the temporo- 
mandibular joint which appeared in e 


show, on reexamination, the perpetu- 
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ation to some degree of an abnormal 
jaw position and abnormal temporo- 
mandibular joint articulation. 

That a dentist would operate on a 
case aS normal without even sus- 
pecting a temporomandibular ab- 
normality and a shifted jaw position 
is not unthinkable. It seems to be 
routine to consider all cases within 
the realms of normality whether den- 
tulous or edentulous. There has in the 
past been little tangible information 
available to lead to a correct differen- 
tial diagnosis and dental correction 
of jaw position relative to the tem- 
poromandibular joint. 

Fortunately for the patient and the 
dentist, the key position of the man- 
dible which is of the greatest value in 
diagnosis is never destroyed or altered 
except in rare cases. I mentioned in 
a previous installment that the pa- 


tient could show this key position to 
the dentist more easily and accurately 
than he in any way could determine 
it himself. It is the most normal po- 
sition of the mandible and remains 
the most normal with respect to its re- 
lation to the maxillae, when all move- 
ments might have become abnormal. 
It is a position at which muscular 
coordination is always reciprocal and 
synchronized so as to produce muscu- 
lar rest; where no muscular strain or 
effort is felt by the patient, and 
where there is no strain exerted on 
the structures of the temporoman- 
dibular joint. 

At the so-called “rest position” or 
“neutral zone,” the mandible is sus- 
pended limply without occlusal con- 
tact, just as the arm is when hanging 
beside the body; it might be said that 
each is dangling in a neutral zone 


_ 


waiting to go into action. A rest or 
neutral position occurs in the tempo- 
romandibular joints simultaneously 
with the mandibular rest position, 
and, as mentioned before, no joint 
trauma exists while the joint rests in 
this zone. It is a zone of muscularly 
coordinated rest in which nothing 
happens but from which everything 
begins to happen—the normal and 
abnormal alike. From this zone be- 
gins all joint action and movement 
simultaneously with mandibular ac- 
tion and movement (Figs. 1 and 2). 

When a stimulus is applied to the 
abductor muscles to open the mouth, 
the mandible leaves the neutral zone 
downward. It leaves the upper limits 
of the zone at the moment it contacts 
an interposed object that forcibly re- 
sists it while moving upward, as for 
example, by the opposing teeth dur- 


Fig. 1—Normal dimensional proportion of the neutral 
rest zone in the incisor region, approximately from 3 mm. 
to 4mm. It represents a zone of muscular rest provided by 
Nature to sifeguard against fatigue and usually remains 
normal despite wear and tear on teeth and joints. A: 
Functional region upward beyond normal upper limits 
of neutral rest zone. It is increased abnormally upward by 
loss of vertical dimension. B: Functional region downward 
beyond normal lower limits of neutral rest zone into 
which mandible moves downward and forward when 
teeth are separated farther apart, preparatory to biting 
or singing, for example. C: An object inte tween 
teeth in neutral rest zone. Contact of lower teeth with 
object, as in biting, stimulates muscular action, thus 
eliminating neutral rest zone as mandible is propelled 
through its upper limits. If upper denture, natural or 
artificial, were supposedly lengthened abnormally by 
thickness of interposed object, the vertical dimension of 
neutral rest zone would be abnormally reduced to its 
lower half and its upper limits lowered abnormally to 


UPPER & LOWER 
LIMITS OF NEUTRAL 
REST ZONE 


VISUALIZED CENTER 
OF NEUTRAL REST 
ZONE 


center of zone. 


set ““teo short.” 


NEUTRAL REST 
ZONE— UPPER & 
LOWER LIMITS 
BEYOND WHICH 
FUNCTION BEGINS 


Fig. 2—Position of anterior teeth relative to normal limits of neutral rest zone. A: 
Incisal edges (unabraded ) in normal position with respect to upper and lower limits 
of neutral rest zone. B: Incisal edges of lower teeth resting at about the center of 
neutral rest zone. C: Incisal edges of lower teeth at anterior and upper limits of rest 
zone. Function begins beyond upper limits of rest zone at this point. D: Position 
of lower anterior teeth at lower and normal posterior limits of neutral rest zone. 
Dotted lines position shows outline by contrast with what may be called normal anterior and posterior limits of neutral rest 
zone at its lower limits. E: Position during function beyond lower limits of neutral rest zone as represented by region B in 
Fig. 1. F: Abnormal increase in regions beyond anterior and posterior limits of neutral rest zone upward and backward as a 
result of shortened vertical dimension in posterior dental area, loss of molars (one side or both, and with dentures when teeth are 


Fig. 1 


APPARENT VISUAL- 
IZED CENTER OF 
NEUTRAL REST 
ZONE 
A B 
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Fig. 3—Representation of 
how neutral rest zone is 
apparently, not actually, 
increased upward and 
downward by loss of tooth 


TO WEAR ON 
structure as a result of INCISORS 
abrasion; 2 mm. upper 


plus 4 mm. rest zone plus 2 mm. lower equals 8 mm. total. Black 
areas represent loss on incisal edges by abrasion. Shaded area, A, 
represents 2 mm. loss abnormally upward beyond upper limits of 
rest zone and B <1 emaee 2 mm. loss downward beyond its lower 
limits. The mandible must consequently travel the additional 4 
mm., a total of 8 mm., to make incisal contact. 


ANGLES INCIDENT 


region accompanying anterior as shown in Fig. 
3. Neut 


ral rest zone shown as normally from 1.5 mm. to 2 mm. in 
molor region as compared to 3 mm. to 4 mm. in incisal region. Areas A 
and B are represented proportionately with A and B respectively in 
Fig. 3. Abnormal increase in path of mandible upward to molar con- 
tact is thus 2 mm. approximately or a total of 4 mm. as indicated. 


Y z 


BITE RIM 


UPPER LIP 


REST ZONE 


LOWER LIP 


Fig. 5—Dimensional comparison of an edentulous case with the 
dentulous. Compare with Figs. 1 and 3. Y represents position of 
mandible in neutral rest zone without baseplates and rims. Z shows the 
baseplates and rims in place to reproduce the neutral rest zone. If 
bite rims were shorter by a total of 4 mm., 2 mm. upper and 2 mm. 
lower, as represented by shaded areas A and B, the jaw position 
would be displaced upward and backward abnormally, the region 
posterior to posterior limits of neutral rest zone would be encroached 
upon and the condyles would be functioning in an abnormally re- 
truded position in the fossae. 
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ing deglutition or by something hid 
between the teeth; consequently, the 
neutral zone is eliminated during 
muscular stimulation as in biting, 
swallowing, mastication, or singii:g. 
During these actions the mandible 
is forcibly propelled through the neu- 
tral zone in variable directions as the 
case may be, instead of resting in it. 
The anterior-posterior limits of this 
zone are equally as important as the 
vertical limits. The anterior limits 
are reached when the labio-incisa] 
edges of the lower anterior teeth 
touch and meet the lingual surfaces 
of the upper anterior teeth near the 
incisal edges in the case of normal 
vertical dimension; the mandible 
“dangles” forward or at a position 
simulating a slightly posterior edge- 
to-edge relationship of the anterior 
teeth in cases of shortened vertical 
dimension. The posterior limits are 
reached when the slightest muscular 
effort begins and is discernible by the 
patient as the mandible travels back- 
ward. At this moment the patient 
will also feel pressure against the pos- 
terior wall of the temporomandibu- 
lar fossae exerted by the condyles. It 
is well to note here that by conscious 
effort the mandible can be forced 
backward into the region posteriorly 
beyond the posterior limits of the 
zone from 0.5 mm. to 3 mm. In normal 
cases from 0.5 mm to 1 mm. is usually 
the maximum. The backward range 
of this region is increased up to 3 mm. 
or 4 mm. abnormally, depending on 
the degree of destruction in the joints 
and looseness of the joint capsule and 
ligaments. If this position is held 
(teeth not in contact) for as little as 
30 seconds, compression of joint struc- 
tures, quick muscle fatigue, and col- 
lapse of the eustachian tube can be 
detected. Nature has provided a safe- 
guard for the temporomandibular 
joints by extending this region pos- 
terior to the neutral zone to be a 
shock absorber. By extending the 
mandible forcibly backward, from 1 
mm. to 3 mm. is gained only by com- 
pressing the “shock absorbers.” Nor- 
mally this region is not utilized dur- 
ing mastication. It serves only as a 
cushion against which the mandible 
makes contact during its excursions 
and bounces away (Figs. 3 and 4). 
It may be readily seen that with the 
neutral rest position as a zone from 
which all mandibular and joint ac- 
tion starts, only three regions be- 
yond the limits of the zone are util- 
ized functionally during mandibular 


\ LOSS DUE TO 
ABRASION OR 
| OCCLUSION 


movement. They are: the upper, 
lower, and anterior regions. The man- 
dible moves away from the neutral 
gone into the surrounding area des- 
ignated by these three regions dur- 
ing mastication. 

The fourth region, the posterior, is 
the most limited in its scope and 
function inasmuch as it serves only 
as the shock absorbing protection de- 
vice to safeguard against trauma, in- 
jury, and excessive wear and tear on 
the joint tissues. Normally, it assists 
in preventing the condyle from trau- 
matizing the posterior wall of the 
mandibular fossa. When the posterior 
region is enlarged or increased by 
wear and tear, injury, and destruc- 
tion in the temporomandibular joints, 
it loses a great deal of its protective 
function and permits abnormal 
movement of the mandible posteri- 
orly. 

It is this region more than any 
other that concerns dentists in cor- 
rection, because the most distressing 
symptoms are produced in the pa- 
tient as the mandible moves abnor- 
mally backward and upward into the 
posterior and upper regions beyond 
the limits of the rest zone, during 
mastication and swallowing, for ex- 
ample. (Clinical manifestations that 
permit this condition were given in 
the previous installment last month.) 

It may be understood more clearly 
now why the Gothic arch tracing that 
is registered during mandibular 
movement and muscular effort is not 
reliable even in normal cases; namely, 
because the mandible invades this en- 
larged sphere of unintended activity 
posteriorly and thus registers abnor- 
mal posterior position and muscular 
unbalance on the tracing by its ab- 
normal posterior activity. It is, more- 
over, obvious why the so-called bite 
should not be taken with the condyles 
in their most retruded position, under 
stress, nor during mandibular move- 
ment. I believe, therefore, that the 
only logical method of obtaining a 
normal registration of jaw position, 
uninfluenced by mandibular move- 
ments, abnormal and “habit” jaw po- 
sitions in both normal and abnormal 
cases, is to secure the registration in 
the neutral rest zone which is certain 
toremain normalunder allconditions. 

The only important differing fac- 
tor, then, between the edentulous and 
the dentulous cases is the absence of 
teeth, which in the dentulous case aid 
in determining the degree of loss of 
vertical dimension. 


DENTAL RIDGES 
AENORMALLY 
SHORTENED BY 
ABSORPTION 


Fig. 6—Dental 
rid es abnor- 
mally shortened 
by absorption 
upon which den- 
tures with great- 
ly reduced verti- 
cal dimension 
are placed. 
Functional _re- 
gions A and B 
are severely encroached upon and the 
mandible must move upward approxi- 
mately three times the normal distance 
to make occlusal contact. Dentures 
constructed according to such errors are often seen to cause temporomandibular 
abnormality and painful symptoms, as well as distorted facial expression. 
Subluxation in joints and severe condyle thrust follow and erosion of tympanic 

late and superior surface of fossa begins. If the case was abnormal to start with, 
it has thus been continued in its abnormality. 


Fig. 7—Results of abnormal shorten- 
ing of vertical dimension by encroach- 
ing upon functional regions above and 
below neutral rest zone which permits 
abnormal movement of eunijte pos- 
teriorly into cushion area and upward 
into superior surface of fossa. Note 


\ 
retruded position of B 
excessive ranges be- —-} 
their respective \ / 
imits of neutral rest \ / 
zone. Z 


Arrow indicates ab- 
normal condylar path resulting from lack of occlusal support, muscular unbalance, 
loosened capsule and ligaments. Note worn surface of condyle and fossa. A: 
Abnormally retruded position of teeth or bite rims with mandible in an abnormall 
retruded position. B: Abnormally anterior position of teeth or bite rims wit 
eroded condyle — in injured superior surface of fossa. In a subluxated posi- 
tion, which is so often seen, the condyle drops downward to permit -further 
protrusion of mandible. 


DESTROYED FOSSA SURFACES 
Uy, 


J 


Fig. 8—Same as Fig. 
7 after correction of 
mandibular ition. 
A: Cross-shaded area 
demonstrates restored 
area of vertical dimen- 
sion (either on teeth or by splints acting as jacks to support mandible in down- 
ward and forward position to prevent encroachment on superior and posterior 
surfaces of fossa , condyle. Arrow shows restored normal direction of condylar 
path movement. Shaded area shows short bite rims, abraded teeth or loss of 
them. Note anterior posterior relation of mandible. Note normal position of condyle. 
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Discussion of Technique 

(Figs. 5 and 6) 

1. The first step, therefore, in the 
technique of securing a normal posi- 
tional relation of the mandible to the 
maxillae for the normal and abnor- 
mal cases alike, is carefully to con- 
struct the vertical dimensions of the 
upper and lower baseplates, so that 
with the mandible reposing at the 
lower limits of the neutral rest zone, 
not more than from 3 mm. to 4 mm. 
of space will exist between the rims 
anteriorly. 

2. The occlusion of the rims is 
checked carefully, so that when there 
is the slightest contact possible by up- 
ward movement of the mandible, 
there will be no irregularity on the 
faces which will start muscular ac- 
tion and jaw movement. 

With this carefully executed, the 
occlusal plane of the upper rim simu- 
lates the upper limits of the neutral 
rest zone, and the occlusal plane of 
the lower rim, the lower limits. No at- 
tention need be paid to the anterior 
and posterior limits so long as the 
mandible remains in the neutral rest 
zone, because they then remain nor- 
mal. 

At this point, then, the harmony 
and balance of the unit at rest are 
identical with the most normal mech- 
anism at rest. It is only when func- 
tion begins that the former would 
show abnormal function and the lat- 
ter, normal function. But, for the 


time being, we are entirely uncon- 


cerned with function. 

3. With a hot instrument, the wax 
rims are sealed together while the 
lower rim approximates a position 
close to the upper, preferably not in 
contact. Care must be exercised not 
to start mandibular movement re- 
flexly by any pressure. Other means, 
such as soft plaster between or around 
the rims have served all right at 
times, but such application is more 
apt to stimulate reflex movement. 

4. The rims are removed, replaced 
on the casts, and mounted on any 
kind of an articulator. Intricately de- 
signed “functional” articulators do 
not permit the adjustment to com- 
pensate for the variables that are so 
individual to a more intricate mech- 
anism—the human jaw. The registra- 
tion of the mandibular position was 
made in the rest zone where no func- 
tional movement exists; hence, no 
functional movement is necessary on 
the articulator, because the tooth ar- 
rangement should also be established 
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in accordance with this nonfunctional 
zone. In the words of Ruppert Hall, 
“After you learn to set up teeth, you 
can set them on a barn door hinge.” 

5. Any acceptable method of tooth 
arrangement will suffice, however, be- 
cause the set-up is to be checked in 
the mouth to see whether neutral 
rest zone registration was correct. Do 
not permit the patient to alter tooth 
arrangement by mandibular move- 
ment in any range. The only concern 
is with the position of the teeth in the 
neutral rest position. 

6. With this neutral rest zone regis- 
tration checked and any necessary 
changes made, the dentures are com- 
pleted. 


Functional Considerations 
(Figs. 7 and 8) 

Artificial dentures have been placed 
in the mouth to restore the key factor 
which remains normal in all cases; 
the nonfunctional neutral rest zone, 
in accordance with its upper, lower, 
anterior, and posterior limits. 

Let us consider the functional as- 
pect: The dentures act as “jacks” to 
support the mandible in a truly cor- 
rected position of restored centric 
muscular balance and restored cen- 
tric occlusion when the teeth are 
closed at the upper limits of the rest 
zone. 

The fact that the neutral rest zone 
has been restored to normal guaran- 
tees correct vertical dimension, and 
correct vertical dimension thus guar- 
antees that the mandible cannot 
slip abnormally backward into the 
posterior region beyond the pos- 
terior limits of the neutral rest 
zone, nor upward abnormally into the 
region above its upper limits; hence, 
presuming this to be an abnormal 
case of upward and backward con- 
dylar thrust and joint trauma, the 
mandible would thus be repositioned 
downward and forward; likewise, the 
condyles would be repositioned down- 
ward and forward from their abnor- 
mal retruded position. This correc- 
tion also stretches back to normal the 
muscle fibers which will respond 
quickly to balanced function and give 
the muscles of vertical closure their 
predominance over the muscles of 
lateral excursion, thus limiting ab- 
normal lateral range of the mandible. 
(See First Installment, DENTAL DIGEST, 
February, 1941). It will, moreover, re- 
lieve the “piling up” of soft tissues 
against the eustachian tube. 

Thus far, backward movement of 


the mandible has been limited to nor - 
mal restoration of the region beyond 
the posterior limits of the neutr.| 
zone to its function as a cushion. I's 
vertical movement has also been lim- 
ited to normal, There remains to pe 
considered, then, only the func- 
tional ranges of the mandible em- 
ployed during mastication. These 
functional ranges of the mandible 
are, strictly speaking, combinations 
of anterior, vertical, and downward 
movements (which produce lateral 
excursion), originating in the neutral 
rest zone and returning to it. There 
is no posterior range normally. What 
about posterior movement of the jaw, 
then? Normally, there is none origi- 
nating from the neutral rest zone. 
Jaw movement posteriorly § takes 
place only after the mandible has 
moved into the anterior range; hence, 
jaw movement posteriorly originates 
at a point where anterior movement 
ceases in the anterior region beyond 
the anterior limits of the neutral rest 
zone and is terminated against the 
cushioned region at the posterior 
limits of the rest zone. 

Technically, this stage of the de- 
scription is comparable to an imagin- 
ary condition—a young person with a 
full complement of teeth that have 
not been “milled-in” by the processes 
of mastication. Thus, all that remains 
for the operator to do to complete the 
case is the procedure of accomplish- 
ing what Nature by processes of mas- 
tication does to the adolescent’s nat- 
ural teeth—carefully “mill-in,” creat- 
ing the small facets to accommodate 
excursive movement. 

Correction has been accomplished 
by starting from a point that is com- 
mon to the normal and abnormal 
cases alike. Chances of error seem to 
be minimized by this procedure. 

By the time that it is necessary for 
a patient to lose his remaining teeth 
and to have them replaced with den- 
tures, abnormality and deformity, to 
some degree, have usually been estab- 
lished. By starting from a point whose 
normality is questionable, such as re- 
truded position of the condyles in the 
fossae, mandibular movement to se- 
cure a registration, bites taken under 
pressure that may record muscular 
unbalance in the wax, the operator 
begins in a zone in which all may be 
error. For this reason alone, his re- 
sults may lead to a perpetuation of 
the abnormal. 

(To Be Concluded Next Month) 

3720 Washington Boulevard. 
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The Editor, 


NOT SO MANY YEARS ago, writers of the fan- 
tastic fiction school predicted the day when man 
would take his foods from the air or from con- 
-centrates in the form of pills and vials. Although 
their prediction was primarily guided by a real- 
ization of the accelerated effort at economy of 
time, the idea that the human diet might need 
reinforcement or that all the life and health 
maintaining values might not be found in casual 
eating habits was suggested and sounded ex- 
treme. Now we know that food is more than the 
proteins, fats, and carbohydrates of twenty-five 
years ago. To these three essential factors there 
has been added the recognition of vitamins and 
minerals. 

Vitamins have been defined as “small quan- 
tities of substances . . . essential to life.’ They 
are, according to Borsook,! characterized by 
(1) ‘the small amount of them which 1s neces- 
sary to preserve health” and (2) “the inability 
of the human body to make them.” Vitamins 
must be supplied to the organism from without. 
At the present time there is a great deal of talk 
about reinforcing foods, particularly with the 
vitamin B complex. The National Research 
Council? and a subcommittee on nutrition, 
working with representatives of the milling 
interests, have plans now ready for the restor- 
ation of vitamins to white flour. The same 
committee has been active in planning the 
rations for the Army and Navy. Borsook be- 
lieves that not only can the B complex be added 
to flour and sugar but that vitamin A can be 
added to the foods at the cannery and vitamin 
C to soft drinks at the bottling works. With the 
ability to synthesize vitamins on a commercial 
scale and to manufacture concentrates, Borsook 
sees no reason why anyone in the population 
should suffer from avitaminosis. It is his belief 
that a program of food fortification would cost 
about $1.00 per person per year, although 
Harris, another investigator, estimates the cost 
to be $1.80 per person per year. But whatever 
the cost the public should receive nutritional 
reinforcement. This nutritional planning has 
been called by a writer? in Harper’s Magazine, 
“biologic engineering.” 

When the importance of nutrition is discussed 


‘Borsook, Henry: Vitamins: What They Are and How They Can Benefit 
You, New York, The Viking Press, 1940. 


*Larkey, S. V.: The National Research Council and Medical Preparedness, 
from. War Medicine, J. A. M. A. 1:77 (January) 1941; Cushing, E. H.: 
The Health and Medical Committee, ibid., pp. 66-68. 


*Rorty, James: Total Defense and Public Health, Harper’s Magazine. 
182375 (March) 1941. 


in relation to total defense and public health, it 
should not be forgotten that a member of our 
own profession, Weston A. Price of Cleveland, 
was one of the first to point out that foods have 
qualitative as well as quantitative values. Price, 
in his significant book, NUTRITION AND 
PHYSICAL DEGENERATION,‘ showed that 
the prevention and control of dental disease 
was not a matter of improving restorative 
techniques or surgical procedures or even in the 
seeking of a specific preventive drug. Price 
demonstrated that dental disease, arthritis, 
tuberculosis, fatigue states, episodes of nervous 
tension—all these were often the expression of 
malnutrition. It is more than ten years since 
Price, in the early days of the depression, tried 
to persuade the representatives of the Red Cross 
that flour for the recipients of relief should con- 
tain some of the wheat germ. It was Price, like- 
wise, who recognized that the soil upon which 
foodstuffs grow to become nourishment for man 
and domestic animals has a qualitative char- 
acteristic. The products of the soil are luxuriant 
or dwarfed in direct proportion to the virility or 
the depletion of the soil and the degree of bright- 
ness of the sun. “The study of foods is more 
than a problem in domestic science; vitamins 
more than a recitation of an alphabet of A’s and 
B’s and C’s. Geology, geography, degrees of 
latitude and longitude—these have an impor- 
tant relationship to man and his foods and the 
diseases that attack him.’’® 

Not only do agricultural methods have to be 
reformed to improve the nutritional level 
of the American people as a contribution in 
itself to total defense but methods of marketing 
and distribution must be improved. Vegetables, 
for example, lose half their vitamin content 
through long exposure. Bad cooking accounts 
for heavy nutritional losses. 

Thus it is seen that public health is more than 
battalions of dentists and physicians and nurses, 
more than hospitals and scientific equipment. 
Almost every phase of national life and the 
triad of economic life—production, distribution 
and consumption—are within the pattern of 
public health. The preparation of the country 
for total defense has at least this advantage: an 
awakened and quickened consciousness of the 
broader health needs of the population. 


‘Price, W. A.: Nutrition and Physical Degeneration, New York, Paul B. 


Hoeber, Inc., 1939. 


*The Dental Scene in DENTAL DIGEST, 39:163 (April) 1933. 


April, 1941 


171 


2 
7 
Pay 
> 
. 


172 


Use of Face Baier and Gothie Arch Tracer 


in Immediate Denture Construction 


ARTHUR A. SCHWEITZER, D.D.S., New York City 


DIGEST 


In immediate denture con- 
struction as well as in pros- 
thesis for edentulous 
cases, the operator should 
begin by assuming that 
centric relationship is in- 
correct, and then proceed 
to obtain the correct 
centric registration. It is 
important to do this be- 
cause centric relation as it 
is found in the patient is 
rarely true for the person 
but represents an adjust- 
ment to function. Accurate 
centric registration is es- 
sential because it is the 
most retruded point to 
which the condyles nor- 
mally move in the glenoid 
fossae and the point from 
which all jaw excursions 
begin. 

The truer centric relation 
is obtained by means of the 
Gothic arch tracer. The 


method of employing the 

tracing device is outlined - 
step-by-step. The face-bow 

registration is likewise 

used and the face-bow 

transfer thus affords a 

double check on the ac- 

curacy of the centric re- 

lationship. 

A case is reported and 
illustrated to exemplify 
the exact technique recom- 
mended. 


THE ADVANTAGES OF immediate denture 
construction can be increased by the 
use of the face bow in obtaining prop- 
er positional relationship of the max- 
illa and through the use of the Gothic 
arch tracer which scientifically shows 
the true centric relationship, from 
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which all jaw movements begin. 
Pathologic mouth conditions leading 
up to the necessary extraction of 
teeth often markedly change the re- 
lationship of the condyles. This gives 
an incorrect bite registered on drift- 
ed, malposed teeth. This defect is 
registered by means of a squash-bite. 
The operator takes for granted that 
the bite is as correct as possible and 
encounters no difficulty because, as it 
was with the remaining drifted teeth, 
the condyles adjust themselves to 
impart function to the artificial den- 
ture. Inasmuch as the drifting of 
teeth caused the improper bite which 
to some extent necessitated the ex- 
tractions, then, logically, to repro- 
duce this bite in artificial dentures 
would lead to poor function, discom- 
fort, instability and tissue disturb- 
ance. In immediate denture construc- 
tion, the operator should begin by as- 
suming that centric relationship 
is incorrect. With a scientific meth- 
od to register centric relationship 
available, it is just as important to 
obtain this correct centric registra- 
tion for immediate dentures as it is 
in edentulous cases. 

It is doubtful, in my opinion, wheth- 
er true centric relationship exists in 
any adult mouth even when there is 
present a complete complement of 
teeth which seem to function well. 
What does exist is an adjusted func- 
tional centric relationship. Lateral 
and protrusive interferences, as the 
teeth erupt, prevent the condyles 
from ideal centric functioning. If 
these interferences are pronounced, 
they may manifest themselves in 
glenoid fossae disturbances or neces- 
sitate periodontal procedures. When, 
however, the extraction of the man- 
dibular or maxillary teeth, or both, is 
indicated, it is possible by means of 
the tracer, to approximate for the 
person a truer centric relation than 
that to which the patient was accus- 
tomed when in possession of his own 
teeth. The importance of obtaining 
centric relation is that it is the most 
retruded point to which the condyles 
normally move in the glenoid fossae 


and the point from which all jaw ex- 
cursions begin. Many prosthodontists 
set up immediate dentures on articu- 
lators having only a hinge movement 
to open and close the bite at will. But 
jaws do not perform as hinges; there- 
fore, more adjustable articulators 
should be used and new tracings 
taken every time a bite level is 
changed. 

The case I am reporting here was 
first completed by the old squash-bite 
method. When finished, it looked well 
but its function was only fair. My as- 
sumption was that the bite was in- 
correct, but as I had already com- 
pleted an expensive gold lower case, 
I decided to change the bite by means 
of a tracing enabling me to adapt a 
new upper to the gold lower. Had I 
started the entire case by the tracer 
method, it would have been better 
and easier, because then I could have 
shifted both upper and lower teeth to 
conform to the graph. 


Method of Employing Tracer 


1. The tracing device should be ar- 
ranged so that the remaining teeth 
do not interfere with the recording. 
As it is usually necessary to open the 
bite to eliminate either an anterior 
over-bite or to improve esthetics 
mutilated by a vertical dimension 
collapse, this procedure is not diffi- 
cult to follow. 

2. Wax bites made at this increased 
vertical dimension will clear the re- 
maining teeth and eliminate inter- 
ference in recording the graph. The 
tracer is attached to the wax bites 
and the tracing is made as if for an 
edentulous case. 

3. The upper wax bite is built down 
below the level of the remaining up- 
per teeth and the lower wax bite 
above the level of the remaining low- 
er anteriors. 

4. A practical tracing of this case 
is shown in Fig. 9 with a hole drilled 
at the apex of the Gothic arch. This 
hole, made on the lower platform wax, 
is at the point of centric registration 
and the tracing pin is fitted and lock- 
ed into this hole to facilitate the 
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transfer of the upper wax bite and the 
lower gold partial case to the arti- 
culator. 

For a Gothic arch tracing to be 
useful, at least one jaw member 
eventually must be made edentulous, 
unless a difficult bite-raising proced- 
ure is instituted. In this case, the 
Gothic arch tracing was used solely 
to transfer the upper wax bite and 
the lower finished gold case to the 
Hanau articulator in centric rela- 
tion, which is a point of convergence 
of lateral and protrusive movements. 

5. The sagittal condyle inclination 
paths are calculated on the articula- 
tor through the medium of a protru- 
sive bite taken in the mouth on the 
waxed set-up, and through these cal- 
culations, by formula, the lateral 
base articulator paths are adjusted. 

In the case cited here, inasmuch as 
the gold lower denture was to be un- 
changed, the bite was taken with the 
upper set-up biting protrusively into 
wax placed over the anterior teeth 
of the finished lower denture. Many 
dentists utilize the lateral paths on 
the graph to obtain the sagittal con- 
dyle readings on the articulator. If 
this procedure is followed, the artic- 
ulator’s condyle readings should co- 
incide with those obtained by means 
of the protrusive bite wax used with 
my method of registration. 


Report of the Case: Technique 


Roentgenograms were taken and 
study models made. It was decided to 
remove all upper teeth and, in the 
lower jaw, to retain the left cuspid, 
right cuspid, right first and second 
bicuspids, and right third molar. 

1. After the upper posteriors were 
extracted, a transitional claspless up- 
per partial was used until healing 
took place. The lower anterior bridge 
and abutment teeth were then re- 
moved together with a few lower left 
posteriors. A crown cast in pontilay 
gold was made to cover the lower left 
cuspid. It was inserted over the tooth, 
but not cemented, because later it was 
to be porsonized. A lower impression 
was taken over this gold casting and 
the remainder of the jaw, and a 
transitional lower clasped case was 
made to coincide with the transi- 
tional claspless upper case. These 
Cases were worn about three months. 

2. The upper teeth were removed 
and the bone was trimmed, a cellu- 
loid matrix made from the upper 
cast having been utilized. At this 
Stage two immediate upper acrylic 


Fig. 2—Upper and lower transitional partial cases in place. 
Below the chin is one of the immediate acrylic resin uppers. A 
spare upper was also made at this time. 


Fig. 3—Immediate upper in place directly after extractions and 
surgery. 
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Fig. 4—Re-lined upper in place against permanent gold lower. 
Cuspid has heen porsonized. 


Fig. 7—Tracer approximated on articulator for convenience, after 
which upper cast was transferred to articulator. 


Fig. 6—Arbitrary set-up made prior to face-how transfer and 


Fig. 8—Face-bow transfer of upper model to articulator. 
Gothic arch tracing. Extra face-bow wax bite below articulator. 


resin cases were made. One was in- 
serted and the other set aside as a 
spare case. 

3. After an interval of two months, 
the lower left pontilay gold crown 
was faced with porcelain and cement- 
ed in place. A new lower impression 
was taken after which re-line paste 
was inserted in one of the immediate 
transitional upper dentures and a 
new bite was taken. 
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4. A new upper denture was made 
with the use of the re-line impression, 
and a new permanent gold lower den- 
ture was finished. The resultant func- 
tion with these cases in place was 
only fair and it was decided to im- 
prove the functional result by the use 
of the tracer. 

5. The teeth were now removed 
from the original spare upper case. 
With a wax bite, I obtained a squash- 


bite against the permanent lower 
gold case. An arbitrary set-up to 
check esthetics was made on an ordi- 
nary articulator with the teeth from 
the upper spare case. 

6. For convenience, another upper 
wax bite was used; the tracing de- 
vice was aligned on this ordinary 
articulator. The lower tracer plat- 
form was waxed to the permanent 
gold lower denture. 
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7. Another upper wax bite was then 
used to obtain a face-bow transfer for 
mounting the upper model on the 
articulator. 

8. The Gothic arch tracing was 
taken and the lower model carrying 
the gold permanent denture was set 
against the upper model already po- 
sitioned on the articulator by means 
of the face-bow transfer. 

9. A new set-up was made on the 
articulator according to this Gothic 
arch tracing, and the centric regis- 
tration, obtained through the graph 
recording, was checked by placing the 
set-up in the mouth and taking a 
squash bite. 

10. The new set-up was placed in 
the mouth. A protrusive wax register 
was then taken in the mouth to the 
extent of one-eighth inch. 


Fig. 9—A Gothic arch tracing.The hole drilled at the apex desig- 
nates centric registration. The lines on each side going sidewise 
are right and left lateral markings. These lines are usually of 
different lengths. The other line going down from centric is the 
protrusive registration which is usually curved. 


Fig. 10—View of completed cases made according to face-bow 
and tracer centric registrations. Note shaping and staining of 
teeth, particularly at gingival and compare with Fig. 1. 


11. The permanent lower gold den- 
ture was at this time securely waxed 
to the lower cast on the articulator. 
Over the anterior teeth of this gold 
lower, the protrusive wax bite was also 
firmly secured. The upper set-up was 
securely waxed on the articulator to 
its cast. 

12. Each sagittal condyle path was 
adjusted on the articulator accord- 
ingly, just as the upper set-up teeth 
were made to fit into the protrusive 
wax bite. 

13. The lateral base adjustments 
were made on the articulator by an 
arbitrary formula. 

14. The upper posterior teeth were 
reset according to the new sagittal 


condyle paths and the lateral articu- 
lator adjustments were obtained. If 
this case had been originally started 
by taking a graph instead of a squash 
bite, the lower teeth could have been 
moved likewise, but as previously 
stated, I did not wish to remake the 
completed gold lower case. 

15. The new upper acrylic resin 
case was processed to completion and 
together with the gold lower placed 
in the mouth. The dentures were 
worn for a.week and then placed back 
on the articulator and ground into 
occlusion. 


252 West Seventy-Ninth Street. 


Divinyl Ether: A Suitable Agent 


cc. will not produce profound anes- 
thesia for more than a few minutes 
in the average adult, whereas it may 
produce a light anesthesia for longer 
than a half hour. Should a consider- 
ably larger quantity of vinethene be 
used and a profound anesthesia is 


for War Suréery 


(Continued from page 165) 


extended to the half hour limit, a 
considerably greater degree of de- 
pression than is safe may occur within 
half an hour. The following limits are 
therefore suggested: (1) for pro- 


found or deep anesthesia, not more 
than 50 cc. of vinethene; (2) for mod- 


rate anesthesia, neither more than 75 
cc. of vinethene nor more than half 
an hour (whichever is less); (3) for 
slight anesthesia, not more than 50 cc. 
of vinethene without regard to the 
half hour limit. 


1832 Eye Street, N. W. 
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In your ORAL HYGIENE this month 


Maybe he’s your 


Anyway, he’s a dentist of the year 
2041—according to the conception of 
Mel Steinfels, ORAL HYGIENE artist, 
who drew the picture to illustrate 
Dr. Leonard C. Borland’s “Journal of 
a Dentist of 2041” in April OraL Hy- 
GIENE. 


The leading article this month is 
based on an interview with Dr. Har- 
rison J. Mullett, dentist to General 
Chiang Kai-shek, and Doctor Mul- 
lett’s colleague, Dr. R. Gordon Ag- 
new. The title: “Dental Pioneers Re- 
turn from China.” Don’t miss this! 


This month, too, Dr. Harvey J. 
Burkhart tells how “War Affects 
Eastman Dental Clinics in Europe.” 


“Between Bombs, Dentists Carry 
On” in wartime Great Britain, ac- 
cording to Dr. Edward Samson, 
British dentist, who colorfully de- 


grandson! 


scribes dental life in his country. 


“T’m Going to be Better to My Pa- 
tients,” says Dr. William Raskin, 
and tells how in this unusual article 
on practice-building. 


Then there’s the new department, 
“Military and Defense News,” as it 
relates to dentistry. This month’s 
editorial deals bluntly with “To- 
day’s Dental Paradox,” a problem 
intimately affecting innumerable 
dentists. “Dentists in the News” tells 
of seven who have been in the pa- 
pers. Five pages are devoted to the 
“Ask ORAL HYGIENE” department 
this month, and there’s another 
chapter of the department’s new 
“annex,” presenting the “Technique 
of the Month.” And, for “the pause 
that refreshes,” the popular “Laf- 
fodontia.”’ 


In your April 


ORAL HYGIENE 
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NOTES ON THE 


No Guarantees for the Living... 


Along about this time of the year 
when the ground is good and gooey, 
the season for studying the garden 
catalog is at hand and trips to the 
nursery are frequent. After I bought 
some young fruit trees and had them 
neatly balled and wrapped in burlap, 
I noticed this sign in the nursery 
man’s warehouse: “We do not guar- 
antee our merchandise after it leaves 
this place.” Now, you will see that 
that is no guarantee at all, and that 
is what I said to the merchant. I 
asked him why, if he did not want to 
guarantee his goods, he made any 
mention of it. His answer was that he 
wanted to point out to dumb people, 
and I am sure he put me in this cate- 
gory, that growing things could not 
be guaranteed. He could not know 
what was going on in the root sys- 
tem or the cambium layer or any 
other living parts of nursery prod- 
ucts. He could not know, moreover, 
what kind of soil the trees would be 
placed in nor did he know what 
method would be used in their plant- 
ing. And he had no way: of knowing 
by the cut of the customer’s head 
what energy in the way of feeding 
and watering the trees, the new 
owner would expend. 

This nursery man knew more about 
the behavior of living things than 
most of us dentists do. Sometimes we 
are too quick to guarantee some of 
our services and some of the restora- 
tions that we place. We certainly 
have no way of anticipating what will 
go on in the tissues upon which we 
operate or upon which we build. The 
success or failure of our efforts are 
altered by tides in the affairs of 
metabolism over which we have no 
control. We do not Know any more 
than the nursery man does about the 
kind of soil upon which we are plac- 
ing our restorations nor can we fore- 
tell the kind of care they will receive 
after they are once placed in position 
in the oral tissues. So, the next time 
we are asked how long we guarantee 


Give denture-patients the right start 


WITH THIS COMPLETE HOME DENTURE-CARE KIT 


Take a good look into a sample carton of DR. WERNET’S products. 
It's more than a ‘free sample” . . . actually, a COMPLETE HOME- 
CARE KIT FOR FALSE TEETH WEARERS. 


WERNET’S SAMPLE CARTON CONTAINS: 

1. A Ten-days’ supply of DR. WERNET’S POWDER —to help 
“‘steady’’ new plates, provide comfort for “learning” period. 

2. A Ten-days’ supply of WERNET’S DENTU-CREME for keep- 
ing plates clean and sweet. Lessens danger of ruining plates by 
‘‘make-shift’” cleaning methods. 

3. Copies of “Those Artificial Dentures” . . . a booklet for the 
guidance of ‘‘new-denture” patients. Saves time and trouble 
of explanations which patients often forget. 


SEND FOR FREE SUPPLY! Mail card or letterhead to Wernet Dental 
Manufacturing Co., Dept. A, 190 Baldwin Ave., Jersey City, N. J 


OVER 50,000 DENTISTS USE AND RECOMMEND 


DR. WERNET’S POWDER 


FOR HOLDING 
DENTAL PLATES 
FIRMLY IN PLACE 


COMPLETES YOUR DENTURE SERVICE 


(Please use coupon on page 186) 
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CONFIDENCE 


The confident, cooperative young 
patient is both a credit and an asset 
to his dentist. His cheerful “Hello 
Doctor” is a tribute of confidence 
that must be earned. It can not be 
bargained for. His attitude toward 
his dentist and toward dentistry re- 
flects his experience in the dental 
chair. When confidence has been 
established by the control of fear 
and apprehension during these form- 
ative years, it is likely to remain 
throughout adult life. 

For over thirty years McKesson 
nitrous oxide equipment has been 
making dental treatment easier for 
both the young and the adult patient 
—and easier for the dentist. The 
Nargraf for both anesthesia and 
analgesia, and the Easor for analgesia 
only are the result of over thirty 
years of research, engineering ex- 
perience, and intimate study of the 
operator’s problems. You can make 
no more profitable investment in 
office improvement than the pur- 
chase of a McKesson gas machine. 
Let us tell you what these machines 
are doing for other dentists. Re- 
turn the coupon on page 186. 


McKESSON APPLIANCE CO. 
Toledo, Ohio 
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our “work” to last, we might remem- 
ber the nursery man’s sign. 


*“*Flute Players’’... 


Plato says in one of the dialogues 
with Protagoras something to the ef- 
fect that even though a man be a 
good flute player, this is no reason to 
consider him an authority on politics 
—or, I may add, to stretch the point, 
on anything else. This looking for 
counsel and direction in all fields to 
one who has excelled in any field 
seems to be particularly an American 
proclivity, for, as Hans Zinsser speci- 
fies the observation in As I REMEMBER 
Him, Gene Tunney and Col. Lind- 
bergh, having achieved renown in 
the worlds of prize fighting and avia- 
tion, become authorities on foreign 
policy. 

This unthinking audacity in going 
outside one’s field of knowledge and 
usefulness in attempting to influence 
opinion and activity is not confined 
to the hero-worshipped; it is like- 
wise a propensity of publications. 
Printers’ Ink which does a good job 
of expressing the point of view of the 
business man, particularly the one 
engaged in advertising in any of its 
branches, makes the absurd detour 
from its own province into the realm 
of dentistry, about which it knows 
as much as The DENTAL DIGEST knows 
about astronomy. In commenting on a 
dentist who gave nicknacks to child- 
ren in order to build up dental good 
will, Printers’ Ink tells the ridiculous 
and unsound story of “A Toy for @ 
Tooth.” Here it is in part: 

“At his exhibit space, the doctor 
displayed an array of suggested gift 
articles . . . The doctor prefers to 
call them ‘souvenirs.’ Realists in the 
merchandising world would use a 
more descriptive term. They are pre- 
miums, pure and simple. 

“And why not? Barbers have given 
lollypops to youthful customers for 
years. The dentist, whose nerve- 
wracking [sic] drill is rather more 
terrifying than the barber’s clippers, 
could do with a bit of merchandising 
strategy. 

“The idea is, moreover, equally 
adaptable to the grown-up trade. It 
takes no door-to-door survey to es- 
tablish that the percentage of adults 
who cherish a trip to the dentist’s is 
small. 

“Serial premiums might be espe- 
cially good. With each tooth pulled, 
an iced-tea spoon and in twelve ses- 


@ You get 1% ounce of Ames Plastic 
Porcelain Powder for $2.00 and 14 cc 
of Ames Plastic Porcelain Liquid for 
$1.00. Available in 12 colors. It con- 
forms to A.D.A. Specification No. 9 
for Silicate Cements. No need to buy 
items not wanted in order to enjoy the 
use of a filling porcelain that brings 
many exclusive, valuable clinical ad- 

| vantages. Give this 
new plastic porce- 
lain a trial. Ask 
your dealer or write 
The W. V-B. Ames 
Company, Fremont, 


Ohio. 


& 
This booklet tells you 
facts you should 
know about filling 
porcelain. It’s free. 


Write for it. 


DENTAL CEMENTS 


Thousands of the most successful 
dentists have found gentle Pro- 
phylaxis with BS POLISHERS a 
short-cut to regular, profitable 
practice . . . because it is performed 
practically without the discomfort 
or pain that keeps so many patients 
away from the dentist’s chair. 

This GENTLER Prophylaxis is 
possible because BS POLISHERS 
are smaller and shorter . . . be- 
cause they have no exposed metal 
parts turning in the patient's 
mouth . . . because they run cool 
and smooth . .. because they do not 
throw or splatter abrasive. Send 
for a free sample and try it yourself. 
you 
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Treating Oral Foci of Infection? 


SAL HEPATICA 
PLUS WATER 


Helps Guard Against 
Systemic Invasion 


Among the oral conditions which 
frequently lead to systemic invasion 
are periapical infection, pyorrhea, 
retained root fragments and Vincent's 
angina. Routine use of Sal Hepatica 
in these and other dental cases helps 
retard wide-spread infection by effec- 
tively cleansing the intestinal tract of 
harmful waste. The liquid bulk sup- 
plied by Sal Hepatica plus water 
gently stimulates peristaltic move- 
ment and flushes the bowels. 

Sal Hepatica, in addition, aids 
digestive function by combating ex- 
cessive gastric acidity and by stimulat- 
ing the flow of bile. Send for trial 
supplies of Sal Hepatica. 


om We \nlestinal Tract - 


-BRISTOL-MYERS COMPANY 
19EN West 50th Street e New York, N. Y. 


\ 


(Please use coupon on page 186) 
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WHateEveER casting technic you 


may employ, a Kerr Inlay Furnace will al- 
ways prove the i deal medium of clean and 
complete wax elimination. For this versatile 
little turnace adjusts, by ‘‘Silent Watch- 
man" switch, to any of three graduated 
heats. 

Low (850 to 900 degrees) and Medium 
(1200 to 1400 degrees) are for casting 
work. High (1900 to 2000 degrees) is for 
low fusing porcelain. 


Under uncontrolled, excessive heat, 
casting investments tend to liberate corro- 
sive gases, which attack the gold, and 
roughen your castings. But, with your 
temperatures, Kerr-Furnace-controlled, your 
investment will stand up indetinitely, even 
under prolonged heat. 


Smoother, better castings, and the elimi- 
nation of make-overs, are the unitorm re- 
sult. 


KERR DENTAL MFG. CO. 


@ Painstaking insulation cuts heat 
losses to negligible... Costs less than 
two cents an inlay to operate .. . | 
Accommodates up to three casting 
rings . . . Comes complete with 6 


tongs and an extra oversize, long- 


lived heating element . . . A high 
quality furnace at a surprisingly low 
price ... Ask your dealer. 


sions you have a complete set. Som: 
thing is to be said also for the relat:.{ 
utility premium favored by mar: 
commercial merchandisers. As t} 
flour advertiser proffers an oven 
thermometer, the dentist could tempt 
trade with a foam-rubber swooniig 
mat for use when the bill arrives.” 
Perhaps we are giving this bit of 
nonsense more consideration than it 
deserves. But let us consider it never- 
theless because of the opportunities 
it affords to stress a few concepts and 
point a few differences between the 
professions and business: Just vis- 
ualize this exhibit space with the coy 
“little-girl trinkets.” Is the dental of- 
fice to be a Woolworth’s souvenir 
counter or a shooting gallery prize 
shelf? And dentists are to give trink- 
ets away because barbers give lolly- 
pops. Dentists are to take their cue 
from barbers when medicine as a 
whole has only lately emerged from 
the chirurgeon-barber days, and den- 
tistry, having torn away from the 
gold-tooth dental parlor is to enter 
the tearoom with spoon premiums. 
Such patronage bait would no doubt 
make patients clamor for the dental 
drill! As for furnishing a swooning 
mat when the bill arrives—this is the 
only clue that perhaps, as it is hoped, 
Printers’ Ink began to see the absurd- 
ity of the suggestion and stuck its 
tongue in its cheek. The professions 
cannot be treated with the methods 
of business. Patients must come to the 
dental office because they have been 
educated by their dentists to the 
health necessity of caring for their 
teeth. Patients need not swoon when 
they receive their bills, because in 
well conducted practices there is al- 
ways an understanding as to costs. 


Philatelists Attention! ... 
Doctor Bert B. Otto of 28 Shore 


It is never cheapened to meet a price 


The Dental Digest 
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Lane, Bay Shore, New York, is making 
a collection of American Dental Asso- 
ciation Relief stamps. One would 
think that with the thousands of 
these stamps distributed through the 
years there would be a complete file 
available. From the inception of the 
stamp idea in 1913 down to the pres- 
ent there has been an issue each year, 
but no one seems to have a complete 
album of all the stamps. Doctor Otto 
is trying to acquire such a collection 
which he plans when completed to 
present to the American Dental As- 
sociation library. Anyone who has 
some of the older stamps, especially 
of the years before 1929, will be doing 
Doctor Otto and the American Dental 
Association a favor by speaking up. 


The Heart of Medicine... 


Harvey Cushing was unquestion- 
ably one of the most skillful neuro- 
logic surgeons who ever held a scal- 
pel; but Harvey Cushing was a great 
deal more than that. He never forgot 
that medicine has a heart and that 
humanism is as important as science. 
In his last book, THE MEDICAL CAREER 
AND OTHER PAPERS, Cushing had this 
to say about the heart of medicine: 

“Three fifths of the practice of 
medicine depends on common sense, 
a knowledge of people and of human 
reactions. More than half of the re- 
mainder is technological and me- 
chanical, the work of those medically 
trained artisans we call surgeons. 
What remains may be termed pre- 
ventive; and this in bulk very proper- 
ly and inevitably comes to be taken 
over by the state, though people, be- 
ing what they are, find ways of evad- 
ing a disagreeable statute as in the 
case of compulsory vaccination—in- 
tended for others but not themselves. 
Not everybody obeys the traffic light, 
and every regulation breeds its jay- 
walkers and its racketeers.”’ 

Cushing was a spiritual kin to Hip- 
pocrates. Although this phenomenal 
Greek lived more than 2000 years ago, 
he enunciated practically every prin- 
ciple upon which modern medicine is 
based. Recently I confided to a friend 
that among the great experiences I 
could wish for would be the reading 
of an original manuscript by Hippo- 
crates—to feel the closeness with the 
expressions of that magnificent mind 
Without losing any of its flavor, as 
much of it must be lost in the course 
of translations, however faithful. 
Hippocrates might well have been 


4 Growps of 
EASTMAN 
FILMS 


for Dental 
Radiaghaphy 


O..- size of x-ray film is no 
more adequate in modern dental 
practice than one type of bur or 
one shade of artificial teeth 
would be. So Eastman considers 
it a definite obligation, first, to 
provide films of all dimensions 
that the profession has deemed 
practical... then, to provide 
within each group a choice as to 
characteristics, so that personal 
preference can be satisfied. 
Thus, Eastman offers, through 
your dental dealer, this truly 
complete line of films...and 
you can order your choice with 


certainty that each film is of the 
highest quality that could pos- 
sibly be produced: 


PERIAPICAL (1- and 2-film ‘“‘Open-Easy”’ 
packets): Rapid-Processing—14"” x 
154”, %” x 13%"; Radia-Tized—1\” x 
154”, x 13%”; C (Regular-Slow)—14” 
x 154”; CC (Extra-Fast)—14y” x 154”. 
BITE-WING (1-film packets)—5¢” x 1%”, 
1544”x 1", 24%" x1’, 1%" x 
OCCLUSAL (2-film packets): Super 
Speed; Regular-Slow—214” x 3”. 


EXTRA-ORAL (individual sheets): Blue 
Brand Ultra-Speed; No-Screen—8” x 


EASTMAN KODAK COMPANY 
Medical Division Rochester, N. Y. 


Also..A Complete Line of CHEMICALS 


CONCENTRATED LIQUIDS—X-ray developer and 


ae x-ray fixing solution; in 1-quart bottles, to make 


gall i 1 gallon of solution by the addition of water. PRE- 


PARED POWDERS— X-ray developer powders and 
x-ray fixing powders; when dissolved, make 1 gal- 
lon of solution. Liquids and powders are com- 
pounded from Eastman Tested Chemicals. 


And..A Complete Line of ACCESSORIES 


Film dispenser, film receptacle. Intra-oral cassette, 
intensifying screens, exposure holders. Processing 
room paints and complete equipment—safelight 
lamps, safelights, tanks, hangers, timers, thermom- 
eters, engraved graduates, ventilator, and other 
specially designed items. Mounts for Bite-Wing 
and periapical radiographs, illuminator. 


EASTMAN X-RAY MATERIALS 


A complete line of Films « Chemicals « Accessories 
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BECAUSE IT BEARS 
THE NAME 


ie OR many, many years, the 


name “Williams” has been identified with the finest in 
dental prosthesis ... That the profession so confidently 
accepts a product because it bears the name Williams 


is to us an obligation which we shall steadfastly fulfill. 


WILLIAMS “6” 49A11-PURPOSE %& CASTING GOLD 


To KNEAD or NOT to Knead 


For quick and uniform cooling... 
Plasticoll’s triple-sealed rubber- 
ized container is ideal for the 
kneading technique. However, it 
time is not a factor in the cooling 
process, you will find that Plasti- 
coll's inherent smoothness will 
give you stronger, more accurate 


impressions at all times . . . even 
without kneading. 
SAFE — SURE — USE LEE SMITH 


PLASTICOL 


CERTIFIED TO SURPASS A.D.A. SPEC. NO. 11 
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thinking: of dental disease when he 
said, “Every late case was at one time 
an early one.” 

Every time we see a denture, ever, 
time we see far advanced periodonta! 
disease, rampant caries, we should 
remember that one day that late case 
was an early one. Someone failed 
along the line; someone was careless: 
someone put off. We have no control 
over the behavior of people in these 
situations, except by the methods of 
education. But we do have a measure 
of control over our own carelessness. 
Many of the late cases, fairly well ad- 
vanced in dental disease, which I see 
today are that way because I was 
neglectful. I have had people under 
observation through the years and 
they have developed extensive caries 
that I did not detect. Why? Probably 
because I did not use the x-ray appa- 
ratus as much as I should have, per- 
haps because I was too casual, too 
hurried; because I took too much for 
granted. And every dentist must ad- 
mit that he has along the line for- 
gotten the heart of medicine and has 
had confronting him such late cases 
which were once early ones. 

I have had mouths under observa- 
tion for years in which the teeth liter- 
ally melted away from erosion. In 
such cases I did nothing about it be- 
cause I knew nothing to do. And in 
this experience, every dentist must 
share my humiliation. I have pro- 
longed many cases of peridontal dis- 
ease, however unintentionally, but 
have cured few. I have used all the 
lauded medicaments, ‘the various 
vaunted operative procedures, many 
of the fancy tools—but somehow the 
disease, even after periods of im- 
provement, has recurred. And so I 
grow weary of the spectacular suc- 
cesses constantly reported and would 
welcome a clinic on failures. For my 
part, I have under preparation a pa- 
per, WHAT I Don’t KNOw ABouT DEN- 
TISTRY. Anyone from among the pro- 
fession who shares this awareness of 
ignorance and limitations in many 
phases of practice is invited to con- 
tribute to this paper his every-day 
attempts at treatment in which he 
fails—E. J. R. 


THE DENTAL DIGEST has 70 
special subscription represen- 
tative in Hawaii. Dentists are 
urged to enter their orders 
only through dental dealers. 
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PRODUCT: 


COST: 


AX) AS LITTLE AS OR 
LESS THAN ANY 
OTHER X-RAY UNIT 
ON THE MARKET 


CDX X-RAY UNIT 


F YOU are investigating dental x-ray equipment, 
you know that the initial price of a CDX X-Ray 
Unit is somewhat higher than almost any other; 

but if you have owned an x-ray unit or questioned 
owners you know, too, that the real cost of an x-ray 
machine may be expressed by a formula: cost=in- 
itial price+ probable repairs—probable trade-in. 

Taking the CDX as an example, although initial 
price is not as low as most x-ray units, repair bills 
will probably add little if anything, according to 
the experience of the many CDX owners who have 
had their equipment for ten or fifteen years. And 
you can subtract a sizable sum for its probable 
trade-in value, judging by appraisal values in gen- 
eral use, according to which dentists who bought 
CDX units eighteen years ago are entitled today 
to an allowance amounting to about 23% of their 
original investment—even though the price of the 
CDX has been considerably reduced since that time. 
This allowance is half again as much as that for 


another x-ray unit of about the same age, three and. 


a third times as much as that for still another unit, 


and ten times as much as allowances for the more 
inexpensive dental x-ray machines. 


Ultimate cost of the CDX: As little as or less 
than any other x-ray unit on the market. See your 
dealer for dollars and cents figures. 


Please send me—without obligation—a copy of 


the CDX catalog and information about the CDX 
convenient payment plan. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. 


CHICAGO, ILL., U. S$. A. 
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HOTEL HOLLENDEN 


Ju Columbus 
THE NEIL HOUSE 


Jun Akron 
THE MAYFLOWER 


Ju Lancaster, O. 
HOTEL LANCASTER 


THE HOTELS THAT CHECK WITH EVERY TRAVEL STANDARD 
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The Management of 
Cardiac Patients Who 
Require Major Surgery 


(Continued from page 162) 


the tongue every half hour preope:- 
atively and, if a local anesthesia |; 
used, during the operation as we). 
may be beneficial. 


Prevention of Complications 


The incidence of complications 
may be reduced by the following 
measures: (1) avoiding the admin- 
istration of unduly large amounts of 
fluids postoperatively or of unneces- 
sarily large doses of sedatives; (2) re- 
moving bronchial secretions with a 
catheter or the use of postural drain- 
age in certain cases; (3) frequent 
changing of the patient’s position: 
(4) encouraging deep breathing; (5) 
avoiding tight abdominal binders or 
distention; (6) the guarded use of 
drugs which may produce ill effects, 
such as morphine, extracts of the 
posterior lobe of the pituitary 
gland, carbon dioxide mixtures, atro- 
pine sulfate, adrenalin, cocaine and 
novocain. The last two drugs when 
applied to the upper respiratory pas- 
sages may cause the inception of col- 
lapse or of cardiac arrhythmias, and 
at times of ventricular fibrillation 
and death. (7) Paredrine and other 
sympathomimetic drugs may be ben- 
eficial in the course of spinal anes- 
thesia in preventing hypotension and 
restoring the blood pressure to nor- 
mal levels. 


DENTAL MEETING 


Dates 


Dallas Mid-Winter Dental Clinic, 
Hotel Adolphus, Dallas, Texas, April 
21-23. 


Louisiana State Dental Society, six- 
ty-first annual meeting, Hotel Roose- 
velt, New Orleans, May 1-3. 


Cleveland Dental Society, annual 
Spring meeting, Statler Hotel, Cleve- 
land, May 5-7. 

(Continued on page 188) 
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COLUMBIA RUBBER MODEL FORMERS 


The easy way to make neat study models 


Just pour plaster or stone into rubber model base former and mount anatom- 
ical cast. en and lower models made in these formers occlude automat- 
plete illustrated directions supplied. 


Price per set—1 upper and 1 lower rubber model former......... $2.75 


unmarred, 


Order through ae dealer 


ARTICULATE 
Your Study Models 


HE New Columbia Study Model Articulator has a spring 
attachment which makes possible lateral and protrusive 
mandibular movements, and also permits the articulated casts 
to be easily separated and assembled again. 
To mount models, drill the four holes (template and drill 
supplied) and attach prongs with sticky wax. To remove articu- 
lator from cast merely heat prongs and withdraw. Casts remain. 


These articulators can be used repeatedly. 
Cat. No. 805—Five Columbia Study Model Articulators 


with Template and Drill ........... $2.00 


Cat. No. 806—Additional Articulators—Six for ...... $2.00 


COLUMBIA DENTOFORM CORP.,131 East 23rd St., New York, N. Y. 


See pages 188-189 D.D.4 
J. F. JELENKO & Co., INC. 
136 W. 52npD St., NEw YorkK 


Please send through my dealer— 
—() Pkg. ADAPTOL (6 tubes per pkg.) 
Tubes DENTURETEST 
[] Tubes SPOTEX, 
I understand I may return unused ma- 
terial for credit if not satisfactory. 


See page 186 D.D.4 


WILMOT CASTLE Co. 
1123 UNIVERSITY AVE., ROCHESTER, N. Y. 


Please send free “Vision” booklet. 


| See page 183 


price of $1.50 each. 


Dental Digest 
Binders 


S 1 50 each 


Owing to the purchase of a large stock of deluxe Dental Digest 
binders, we are able to sell them to our readers at the special low 


Each binder holds one volume (twelve copies). 


Your file of The Dental Digest is invaluable for reference purposes. 
Preserve the copies by placing them in a binder. The binder is 
beautifully bound in blue imitation leather and when a complete 
volume of The Dental Digest is contained therein, it makes a 
reference book equal to any you now have in your library. 


Use handy coupon when ordering 


herewith [] Bill Dealer. 
Dr. 


The Dental Digest, 1005 Liberty Ave., Pittsburgh, Pa. 


Please enter my order for a Dental Digest binder. [7] Remittance 


ADDRESS 


DEALER 


D.D.4 


| GENERAL ELECTRIC X-RAY CORP. 


2012 JACKSON BLvp., CHICAGO, ILL. 


Please send me, without obligation, a 
copy of the CDX catalog and informa- 
tion about the CDX convenient payment 
plan. 


See page 185 


THE DENTAL DIGEST 
1005 LIBERTY AVE., PITTSBURGH, PA. 


Here is $ covering copies of 
YOUR TEETH AND YOUR LIFE. 


See page 187 


COLUMBIA DENTOFORM CORP. 
131 East St., NEw YorK CIrTy. 
Please send illustrated price list and 


information concerning your Study Mod- 
els and Rubber Model Formers. 


See page 190 D.D.4 


CoOREGA CHEMICAL Co. 
208 St. CLair AVE., N.W., CLEVELAND, OHIO 


Please send free samples of Corega. 


See page 190 D.D.4 


Harry J. BOSwortH Co. 
1315 S. MICHIGAN AVE., CHICAGO, ILL. 


Please send information concerning 
Copalite and Ovr-Cote. 


See third cover D.D.4 


VERNON-BENSHOFF Co. 
P. O. Box 1587, PITTSBURGH, PA. 


Please send information concerning 
Vernonite. 


April, 1941 
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DENTAL MEETING DATES 


(Continued from page 184) 

New Jersey State Dental Associa- 
tion, annual meeting, Berkeley, Car- 
teret Hotel, Asbury Park, May 7-9. 


Tennessee State Dental Associa- 
tion, seventy-fourth annual meeting, 
Hotel Andrew Johnson, Knoxville, 
May 12-15. 

Illinois State Dental Society, sev- 
enty-seventh annual meeting, Pere 
Marquette Hotel, Peoria, May 12-15. 


The Dental Society of the State of 
New York, annual meeting, Hotel 
Statler, Buffalo, May 13-16. 


Georgia State Dental Association, 
seventy-third annual meeting, Hotel 
DeSoto, Savannah, May 19-21. 


Ontario Dental Association, sev- 
enty-fourth annual meeting, Royal 
York Hotel, Toronto, May 19-21. 


The Alumni Society of the Philadel- 
phia Dental School, seventy-eighth 
annual session, Temple University 
School of Dentistry, May 21-22. 


. Western Reserve Dental Alumni 


Association, annual meeting, School 
of Dentistry, Cleveland, June 9. 


Pennsylvania State Dental Society, 
seventy-third annual meeting, Bed- 
ford Springs Hotel, Bedford, June 
3-5. 

* 

Association of French Speaking 
Dentists of North America, annual 
meeting, Chateau Frontenac Hotel, 
Quebec, Canada, June 5-7. 


South Dakota State Dental Society, 
fifty-ninth annual meeting, Alex 
Johnson Hotel, Rapid City, June 15- 


17. 


Mississippi State Dental Associa- 
tion, annual meeting, Buena Vista 
Hotel, Biloxi, June 9-11. 


Northeastern Dental Society, twen- 
ty-seventh annual convention, New 
Ocean House, Swampscott, Massa- 
chusetts, June 8-11. 


mpression with Jelenko 


‘ou don't have to hurry! a 
‘Adaptol'’ moulds at mouth tempera 


cand stays mouldable in the mouth ‘until yo 
complete the impression. THEN YOU 
T by chilling with cold ater. 


st 52nd Stree 


-"ADAPTC 


Utah State Dental Association, 
fifty-first annual meeting, Salt Lake 
City, June 26-28. 


Montreal Dental Club, seventeenth 
annual fall clinic, Mount Royal Hotel, 
Montreal, September 24-26. 


Odontological Society of Western 
Pennsylvania, annual meeting, Wil- 
liam Penn Hotel, Pittsburgh, Novem- 
ber 11-13. 


Florida State Board of Dental Ex- 
aminers, regular meeting, Jackson- 


* 


ville, June 23-27. Applications must be 
filed by April 23. For information 
write to Doctor H. B. Pattishall, 351 
St. James Building, Jacksonville. 


Ohio State Board of Dental Exami- 
ners, regular meeting, Ohio State Uni- 
versity, College of Dentistry, the week 
of June 23. For information write to 
Doctor M. H. Jones, 1553 North 
Fourth Street, Columbus. 


California State Board of Dental 
Examiners, regular meeting, Physi- 
cians & Surgeons College of Dentistry, 
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“ork. out. if not satisfied, 


“Denturtest™ reveals” ‘undue 
areas, etc. 


Send me through my dealer, 


difficulties 
—Jdelenko “Spotex.” 
The new and dif- 


ferent Marking Tracing Medium. | 
Transfers sore spots from tissues to — 
denture or impression, Won't Run i in 

the Mouth. 


Per Tube — $1. 75 


chase. 
Dr. 


Dealer's Name 


O Pkg. "ADAPTOL" (6 tubes per Pkg.). 
0 Tubes “"DENTURTEST." 
Tubes "SPOTEX.” 


lf not completely satisfied, after a 
thorough trial, | understand | may return 
unused material for full credit on pur- 


San Francisco, week of May 19. Also 
in Los Angeles at the University of 
Southern California, week of June 16. 
For information write to Doctor K. I. 
Nesbitt, 515 Van Ness Avenue, San 


Francisco. 


Mississippi State Board of Dental 
Examiners, regular meeting, Jackson, 
June 17. For information write to 
Doctor G. L. Clement, Pontotoc. 


Maine State Board of Dental Ex- 
aminers, regular meeting, State 
House, Augusta, June 23-25. For in- 
formation write to Doctor C. W. Max- 
fleld, 31 Central Street, Bangor. 


Address 


City & State 


4 


Massachusetts State Board of Den- 
tal Examiners, regular meeting, June 
9-12. For further details write to 
Doctor F. M. Cahill, 413 North State 
House, Boston. 


South Dakota State Board of Den- 
tal Examiners, regular examination, 
Rapid City, June 18-21. For informa- 
tion write to Doctor C. H. Boyden, 
Medical Arts Building, Mitchell. 


New Mexico Board of Dental Ex- 
aminers, regular meeting, Santa Fe, 
June 23-26. For further information 
write to Doctor J. J. Clarke, Sr., Ar- 
tesia, New Mexico. 


SUGGESTIONS 


TO CONTRIBUTORS 


PUBLICATION PREROGATIVE: Ar- 
ticles and illustrations are accepted for 
publication on condition that they are 
contributed solely to this magazine. 


COPYRIGHT: All articles and illus- 
trations appearing in THe DenTAL DicEsi 
are covered by copyright in the name of 
THE DENTAL Dicest, Incorporated. Per- 
mission will be granted on request for 
the reproduction of text or illustrations 
in reputable publications (and other 
noncommercial purposes) of anything 
appearing in the pages of THE DENTAL 
Dicest if proper credit is given. 


MANUSCRIPTS: Manuscripts should not 
be rolled. Manuscripts should be typewrit- 
ten, double-spaced, and the original, not 
the carbon copy submitted. 


Footnotes and bibliographies should 
have a definite connection with the arti- 
cle and should be specifically referred to 
in the article. To be of value to readers, 
bibliographic references should contain 
complete information in the order given: 
name of author, title of article, name of 
periodical, with volume, page, month— 
date of month if weekly—and year. In 
the case of books: name of author, title, 
edition, volume, place of publication, 
name of publishers, year, pages. 


ILLUSTRATIONS: Drawings and pho- 
tographs should be plainly numbered on 
the backs according to the sequence in 
which reference is made to them in the 
article. The author’s name should be 
written legibly with soft pencil on the 
back of each illustration, and in case of 
possible doubt, the word “Top” to des- 
ignate the top of the illustration. In the 
case of roentgenograms, the negatives 
are preferred for reproduction; in the 
case of photographs, glossy prints about 
12 by 8 inches in size. Paper clips should 
not be used on illustrations, especially 
on negatives. Line drawings should be 
made in black on white paper that does 
not blot. Color work must be of a par- 
ticularly high quality to be acceptable. 
All illustrations should be clear and dis- 
tinct and large enough so that details 
will not be lost if reduction in size is 
necessary. 


EDITING: Authors should not feel 
that they are being discriminated aguinst 
or personally criticized when changes are 
made in the wording or spelling of their 
manuscripts or if parts are deleted. A 
minimum of editing is necessary in all 
cases—if for no other reason than to 
make grammatical corrections. Some- 
times one article will require more re- 
vision than another. The reason for re- 
vision is obvious: Every magazine has its 
peculiar style in matters of preferred 
spelling, in its general tone, in its form of 
presentation. THe Dicest favors a com- 
pact, terse, simple, style, with outlining 
wherever possible, and many illustra- 
tions. Wordy, padded articles, with ex- 
traneous and irrelevant matter and florid 
writing will necessarily undergo consid- 
erable editing to make them conform to 
our style of succinct, purposeful writing. 
It is, however, at all times the aim of 
the editors to preserve the author’s 
meaning and to help him make that 
meaning clear; the editing is not done 
for standardization as such. 


ANONYMITY: Anonymous manuscripts 
and communications will not be read. 
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NEW DENTURES...co-re-ca 


not only acts as a cushion be- 
tween the denture and the soft 
tissues of the supporting area, 
thus minimizing the possibility 
of irritation or sore spots, but 
creates immediate 
confidence. 


PLEASE SEND FREE SAMPLES FOR PATIENTS 


WILSO 
FO Ww 3 


THE PERFECT ADHESIVE FOR DENTURES Dr. 


DOCTOR! 


GA its not advertised to the public 


COREGA CHEMICAL COMPANY 
208 ST. CLAIR AVE., N. W. CLEVELAND, OHIO 


MePALITE is a highly efficient intermediary varnish 
Bementinal tubuli seal, recommended for use under 

Mempe of restoration. Penetrates, fills and seals the 

meemxoviding pertect protection from the irritating 

Beet silicate and cement and insulation against 

extremes. Prevents hyperaemia, death of pulp 

out’ under silicates and discoloration 


¢ 


i. MeyR-COTE, as its name implies, is a covering 
Seemer which protects silicate porcelain and silicate 
mee. against the destructive action of ALL mouth 
memes. quick setting, tough, adhesive, impervious to 
mre. Definitely provides hardness of texture an 
mence. Used in conjunction with COPALITE, it 
me perfection and long life in silicate Fillings never 
Fattained. 


HARRY J. BOSWORTH COMPANY 1315 S. MICHIGAN AVENUE CHICAGO 
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